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STRICTURE OF THE (ESOPHAGUS. 

Dr. D. N. Eisendratii presented a man who began to have 
difficulty in swallowing, with regurgitation of food about one 
year ago, necessitating, finally, the performance of a gastrostomy, 
done in New York, with apparently a good result. An oesopha¬ 
geal bougie could not be passed beyond the level of the junction 
of the manubrium with the gladiolus. He had the patient swal¬ 
low a large amount of bismuth, and then made a radiograph, 
which showed the obstruction, and to the left of it a tumor. 
The obstruction was a saccular one. After the passage of steel 
sounds the man was able to swallow milk, but at present he was 
feeding himself through the gastrostomy wound. This case 
showed the value of the X-ray and bismuth for diagnosing these 
conditions. 

Dr. A. E. Halstead stated that the tumor which showed 
in the radiograph of Dr. Eisendrath’s case probably was a diver¬ 
ticulum, although it might be an aneurism. The point of the 
obstruction was one of the favorite locations for a diverticulum. 
Strictures also developed at that point; but in the absence of a 
cause for stricture, it was probable that the tumor was either a 
diverticulum or an aneurism. Skiagraphing these diverticuli with 
bismuth was not so good as passing a soft rubber tube filled with 
shot and then skiagraphing. 

Dr. Eisendratii stated that he had examined his patient 
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repeatedly, but failed to find any evidence of aneurism or tumor, 
and lie was, at present, unable to differentiate between aneurism, 
tumor, or diverticulum. The resistance encountered when pass¬ 
ing bougies was so great that he suspected the condition was one 
of tumor rather than diverticulum. The patient was failing 
rapidly, which would point to a mediastinal tumor, probably a 
malignant one. 

ACTINOMYCOSIS OF JAW. 

Dr. William Hessert presented a girl, aged fifteen years, 
who a few months ago presented herself with a history of tooth¬ 
ache and a swelling of the right jaw. A decayed tooth was 
visible, and the trouble scorned to be a necrosis of the jaw with 
cellulitis in the surrounding tissue. He operated, but failed to 
find pus. There was a hard, indurated mass, the bone being 
denuded. The wound healed up, but the tumor increased in size. 
Later, small areas of softening appeared, three or four of which 
he incised, and in the discharge he found the ray fungus. He 
put the girl on large doses of potassium iodide, and she was 
improving steadily. The mass had diminished in size about 
one-half, and she could open her mouth better than ever before. 
She was taking as high as eighty grains of the iodide a day, 
taking it for alternate weeks. There had been no glandular 
involvement. 

Dr. W. M. IIarsiia said that he had seen two cases of 
actinomycosis in the past year, and the tissue around the broken- 
down masses was very hard, almost gristly. That condition was 
so marked that he considered it a valuable diagnostic sign. He 
also mentioned the value of following the operative procedure 
with exposures to the X-ray, inasmuch as it would remove, or at 
least aid in removing, these growths. 

METASTATIC RENAL ABSCESSES. 

Dr. Hessert presented a man who some years ago had a 
necrosis of the right femur, necessitating its amputation a few 
inches below the trochanters. Later, lie had some abscesses of 
the back. The trouble in the jaw was diagnosed as an osteo¬ 
myelitis. An incision was made and a small amount of pus 
was evacuated. The patient did well for about ten days, when 
he began to complain of pain in the right lumbar region. Re- 
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peated examinations of the urine finally showed a small amount 
of pus. The right kidney was increasing in size and became 
tender. The general condition of the patient was indicative of 
sepsis, and a diagnosis of suppurating right kidney was made. 
The kidney was removed and showed a number of abscesses in 
the cortical portion. The pus was found to contain the staphy¬ 
lococcus pyogenes aureus. The patient did well for a while, but 
finally complained of pain in the left kidney, which became 
large and tender. Pus showed in the urine. An incision was 
made and many abscesses were found in the cortex of the kidney. 
These were evacuated with the finger, the wound was packed, 
and the patient made a slow but uneventful recovery. He was 
gaining in weight. 

Dr. Eisendratii extirpated a kidney about five years ago 
for ascending pyelonephritis with multiple abscesses in the kid¬ 
ney, and, later, doubted whether lie did not make a mistake in 
doing so. Fortunately, the patient recovered without further 
symptoms. He said that Weir, of New York, called attention 
to the fact that surgical kidney frequently was a unilateral 
process; whereas, in the case of multiple metastatic abscesses 
the condition was quite likely to be bilateral. He referred to an 
article which appeared in the Miinchcner mcdkinische Wochen- 
schrift, in which the writer spoke of opening the abscesses, 
evacuating and draining the infected kidney. His own experi¬ 
ence, this article, and Dr. Hcsscrt’s case would lead him, in the 
future, to adopt that procedure because the kidney was known 
to have great recuperative powers. 

Dr. A. H. Ferguson referred to a case he reported some 
years ago of multiple abscesses of the right kidney, where he 
excised some abscesses and opened others. The other kidney 
became involved two years later, but the patient refused opera¬ 
tion and died from sepsis. In the kidney operated on no abscesses 
developed subsequently, leading strength to the practice of not 
extirpating such kidneys. The first thing to do in such cases, 
whether of ascending or metastatic variety, was to ascertain the 
condition of the urine from both kidneys. It furnished valuable 
proof of the condition of the other kidney, and also indicated the 
time of interference. His own practice was to open such kidneys 
and evacuate all the abscesses, draining externally until there was 
no more pus in that kidney. The progress of the second kidney 
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in Dr. Hessert’s case, he said, would indicate that, if the same 
treatment had been pursued with the first kidney as with the 
second, there would now be more kidney secreting power. 

BRAIN TUMOR. 

Dr. John E. Owens presented an account of a cerebral sar¬ 
coma removed by operation, for which see page 655. 

Dr. Eisendrath said that one of the difficulties encountered 
in performing these operations was the bleeding from the scalp. 
In a case he operated on for Jacksonian epilepsy, the bleeding 
became so severe that the patient was almost exsanguinated. 
Another point was the hopelessness of these cases, especially the 
sarcomata, because they were not encapsulated. In his case he 
succeeded in relieving the intracerebral tension, but the other 
symptoms did not seem to be much relieved. A third point was 
the frequency of occurrence of hernia cerebri. He had seen a 
number of cases in which it was almost impossible to keep the 
bone flap in apposition with the remaining portions of the skull. 

Dr. Ferguson stated that he had operated on quite a number 
of such cases, but in none of them had he any such good results 
as Dr. Owens had in his case. He merely succeeded in securing 
temporary relief from the headache. The hernia of the brain 
became enormous. He had never failed to control the luemor- 
rhage from the scalp without the use of the elastic ligature, 
which he discarded long ago. He depended entirely on a suffi¬ 
cient number of heemostats and pressure. In one case, however, 
he had a fatal haemorrhage from the diploe. In spite of packing 
dermatol into the diploe, crushing the bones together, and pack¬ 
ing the wound, the haemorrhage continued. Although a large 
flap was useful, he said that he had discarded it, making two 
or three small flaps with their bases in different directions, 
and it appeared to be an advantage over a large flap. 

Dr. Wagner said that haemorrhage from the flap occurred 
more often than was supposed. He mentioned a device pub¬ 
lished a year ago which was very simple and reliable. It con¬ 
sisted in putting in two rows of sutures, between which the 
incision of the scalp was made. These sutures were left in place 
until the wound had healed. They had not been found to inter¬ 
fere with healing by shutting off the blood-supply. 
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Dr. Halstead said that he had made use of this method 
fifteen years ago under the direction of Df. Jacob Frank, who 
claimed to be its originator. He had discarded the method, how¬ 
ever, because it took up too much time and did not give much 
security against haemorrhage. He had found that, as a rule, the 
hamiorrhage could be controlled with artery forceps and press¬ 
ure. A few years ago he operated on a case of brain tumor at 
the base of the skull for the purpose of relieving the pressure 
symptoms. Fie made a trephine opening and evacuated the ven¬ 
tricles. The intracranial pressure increased enormously, so much 
so that the brain tissue was forced out through the small opening 
through which the fluid was withdrawn from the ventricles. By 
tapping the ventricles, the patient’s condition was improved and 
the pressure was relieved. He learned later that this was not 
an unusual complication of such operations,—in fact, the acute 
oedema of the brain sometimes caused death. His patient lived 
for a few months. He said that, to relieve intracranial pressure, 
an opening should he left in the skull. The osteoplastic method 
was contraindicated. 

Dr. Steele stated that, while the ultimate outcome of Dr. 
Owens's case was as yet in doubt, the temporary relief and the 
prolongation of the patient’s life were of value. He referred to 
an intracerebral sarcoma, about two inches in diameter, which 
he published about two years ago. The location of the tumor in 
the motor area was easy, and its removal was not difficult. While 
there was no difficulty in controlling the haemorrhage from the 
scalp, the haemorrhage from the longitudinal sinus was severe. 
He packed in an abundance of iodoform gauze and succeeded 
in controlling the haemorrhage. The patient was still alive after 
twelve years. 

Dr. Owens said that hernia of the brain could be pre¬ 
vented by making an opening in the dura at the base of the 
flap, when that was possible. That could not be done in his 
case because of the natural opening at the top made by the 
tumor. The haemorrhage in his case was exceedingly trouble¬ 
some, but encircling the scalp with the elastic ligature proved 
very satisfactory. The blood-vessels were much dilated, which, 
of course, favored the haemorrhage. There was not so much 
brain tissue in a cerebral hernia as was often supposed. As a 
rule, it consisted of granulation tissue and a little brain tissue. 
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There was also considerable infection in his case, and, as he 
wished to get a union of the bone flap in part, at least, he had to 
make use of the gold plate. In pressing it down, some pus 
came from the depths of the wound. This was carefully dipped 
out and, fortunately, the case got along nicely. 


HYDROCELE IN THE FEMALE. 

Dr. A. E. Halstead and Dr. Charles P. Clark read a 
paper with the above title, for which see page 740. 

Dr. Ociisner said that he had never encountered a saccu¬ 
lated body in hydrocele in the female. lie emphasized the value, 
so far as diagnosis was concerned, of the points brought out by 
Dr. Halstead; but after one had made a diagnosis of this con¬ 
dition a few times, it was not a difficult matter. In one case 
the dumb-bell-shaped hydrocele gave him considerable trouble, 
because it seemed to be a hernia filled with peritoneal fiuid in 
connection with a tubercular peritonitis. The filling up of the 
outer sac seemed to be similar to one he had seen previously in a 
case of tubercular peritonitis complicating hernia, and the quan¬ 
tity of fluid was sufficient to give rise to the error in diagnosis. 

Dr. McArthur failed to see how it was possible to dif¬ 
ferentiate between an empty hernial sac and a hydrocele in a 
case where the canal of Nuck contained fluid which might be 
emptied into the peritoneal cavity. It might be one or the other 
condition. A few years ago lie operated on a case that he sup¬ 
posed was one of hernia, and which answered to this descrip¬ 
tion. It consisted of a tumor, tense, impulse on coughing, 
slowly reducible, appearing on standing, disappearing on lying 
down. On opening the tumor he found it to contain a clear 
straw-colored fluid, which, on examination, was found to contain 
one-fourth of 1 per cent, of urea. The tumor had a small com¬ 
munication with the peritoneal cavity, through which the omen¬ 
tum could be seen trying to escape. He considered that as much 
a hernia as a hydrocele, in which the hernial sac was probably 
congenital, but the neck of the sac just too small to permit of 
the escape of the solid abdominal contents. He had sections of 
the sac examined by Dr. Zcit, who reported that it probably 
consisted of an offshoot or diverticulum of some of the hollow 
abdominal viscera because it was lined with epithelium, and out- 
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side of this were muscularis and serosa. The patient made a 
perfect recovery. 

Dr. Halstead said that congenital hernia did not mean 
that there was either gut or omentum in the sac at the time of 
birth. The hernia might not occur for twenty-five years, and 
yet, when it did occur, it was a hernia. But until something came 
down, it was not a hernia. There were two cysts in this region, 
—one an accumulation of fluid in an old hernial sac, which was 
not a hydrocele; another, a cyst in the round ligament, com¬ 
municating sometimes with the peritoneal cavity. Several such 
cases were on record, and that, he thought, might explain Dr. 
McArthur’s case. 


CALCULI IN COMMON DUCT AND BILIARY PASSAGES. 

Dr. L. L. McArthur presented the history of a case of 
stone in the common duct. 

The patient, M. G., aged twenty-five years, clerk by occupa¬ 
tion, Austrian by birth, was admitted to the Michael Reese 
Hospital, November 28, 1904. Family history: Father living; 
mother dead, cause of death unknown. One brother and sister 
living. Family history negative. Past history: Patient always 
well and strong. 

Present trouble began ten days ago. Patient states that he 
caught cold ten weeks previous to onset. Onset was sudden, 
with severe cramp-like pain in the right hypochondriac region. 
Pain localized and aggravated by deep inspiration and coughing. 
Tenderness on pressure. No icterus. Had a chill third day 
after onset, followed by elevation of temperature. No nausea 
or vomiting, although an emetic was given to induce vomiting. 
Appetite good until late. Bowels usually regular. No hsemate- 
mesjs; no mclena. Coughs some, the cough being of a dry, 
hacking character. Slight expectoration; no hamioptysis; no 
night sweats. No urinary trouble; no venereal history; drinks 
some, but not to excess. 

When patient entered the hospital, the physical examina¬ 
tion showed only a slight tenderness in the epigastric region 
just below the ensiform cartilage. The skin chocolate-colored. 
Spleen palpable; temperature, 102.4 0 F. (rectal); pulse, 92, 
and respirations, 20. Leucocyte count, 10,300. During his first 
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ten days in the hospital, the patient’s temperature ranged from 
99° to 103° F. On the tenth day lie had a chill which lasted 
fifteen minutes, followed by a sudden rise of temperature to 
105.6° F., dropping to 102.6° F., in an hour after being sponged, 
the pulse ranging all the time from 70 to 90. Six days after 
coming into the hospital, the patient had an attack of severe 
epigastric pain, with a slight icteric hue to the skin. A small 
round tumor, about the size of an egg, was felt in the region 
of the gall-bladder. The rectus muscle was tense on the right 
side. There was no radiation of pain to the shoulders, but it 
passed to the back and in the lower thoracic region. On the 
twelfth day he had another chill, followed by a temperature of 
105.6° F. Leucocyte count, 19,000. On the following morning 
he was operated. Urinary examination showed albumen, bile, 
hyaline, granular and epithelial casts. 

At operation, a sausage-shaped tumor was found in the 
location of the common duct. It was hard and firm, and felt like 
the displaced bodies of the vertebra:, but it was movable. It 
contained many stones tightly impacted. The gall-bladder was 
aspirated and a bile-stained fluid evacuated. The common duct 
contained a mucopurulent fluid having the appearance of appen¬ 
dicitis pus. With the fluid numerous stones of good size and 
resembling stones usually seen in the gall-bladder were washed 
out. One hundred and forty-six stones were removed. The 
patient died on the third day after the operation from sepsis. 
On section of the liver, stones were found in all the biliary ducts. 

Gross specimen of the liver was shown. 


DISLOCATION OF THE ATLAS. 

Dr. D. N. Eisendrath showed a specimen which illustrated 
the mechanism of rotary dislocations of the atlas upon the axis. 
It was obtained from a boy who was thrown from a bicycle, 
striking upon his head, and who died within a few minutes after 
entering the hospital. Death had been caused by compression of 
the cervical portion of the spinal cord through the slipping back¬ 
ward of the odontoid process. The specimen illustrated the fact 
that this variety of dislocation, which probably is one of the most 
frequent, causing a tearing of the ligaments binding the articular 
processes of the atlas and axis together, permitting of their rota- 
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tion upon each other. At the same time, the transverse ligament 
was torn, allowing the odontoid process to slip backward. 

SYPHILIS HEREDITARIA TARDA. 

Dr. Eisendratii showed a boy, sixteen years of age, with 
a marked enlargement of the left tibia, greatly resembling a 
periosteal sarcoma. The X-ray picture showed a greatly thick¬ 
ened periosteum, and inquiry revealed the probability of syphilis 
in the parents. The case was one of those forms of hereditary 
syphilis which do not begin to show themselves until the age of 
puberty, and at that time affect especially the periosteum of the 
long bones, to which Fournier has called attention. The presence 
of nocturnal pains led to the suspicion of syphilis. The adminis¬ 
tration of iodide of potassium in five-grain doses for ten days 
caused the disappearance of these night pains, and a diminution 
in size of the affected bone. 

PRIMARY TUMOR OF THE TESTIS; METASTASIS IN HEAD 
OF FEMUR. 

Dr. Eisendratii showed an X-ray of the pelvis and both 
femora, in which the head of the left femur was entirely de¬ 
stroyed through the presence of a metastasis from a primary 
tumor of an undcscendcd testis. The primary growth had 
occurred in an undcscendcd testis, in association with symptoms 
of strangulated hernia. On operation, which was performed by 
Drs. Leaning and Eisendratii, the symptoms of strangulation 
were due to a torsion of the undcscended testis, which was greatly 
enlarged and hiemorrhagic. The tumor was not suspected to 
be malignant. About a year later the patient complained of 
severe pain in his left hip, with nocturnal rise of temperature, 
and shortening of two inches. The X-ray showed the destruc¬ 
tion of the head of the bone, and, on opening the hip-joint, 
a number of grape-like tumor masses were found which showed 
upon microscopical examination the nature of the primary growth, 
that is, a mixed tumor of the testis. The case was of especial 
interest, showing the tendency of some secondary tumors to 
localize in the head of the femur. 



